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SYPHILITIC AORTITIS 


By 


DR. ROY E. THOMAS, Captajn, M. R. C., Phoenix, Ariz. 
(Read before the 27th Annual Session of the Arizona Medical Association, Phoenix, April 26, 1918.) 


As early as 1885, Dohle, a pupil of Heller, called attention to 
the fact that the aortic changes in Syphilis differ from those of Ar- 
terio-Sclerosis, but it was not until the beginning of the present cen- 
tury that pathologists in general recognized the existence of Syphilitic 
Aortitis. 
Reuter was the first to demonstrate the direct relationship be- 
tween this type of aortitis, and the Spirochaeta pallida, by finding the 
organism in the walls of the aorta in 1906. His observations were 
confirmed by Schmorl, Benda and Klotz, and in this country by 
Wright and Richardson, working at the Massachusetts General Hospital. 
Other workers in this field, namely, Crowell Aschoff, Leslie Brown, 
Symers and Larkin and Levy have failed to demonstrate the spirochete. I 
believe, however, that the positive findings can now be accepted 
without hesitation. 


Regarding the frequency of Aortic changes in Syphilitic infections 
widely varying estimates are to be found. Brooks (Am. Jr. Med. Sci. 
1903), in fifty consecutive autopsies in Syphilis found that 66 per cent 
died as a result of, or with serious circulatory disease, apparently of 
specific origin. Stadler found 82 per cent of 256 cases of Syphilis to 
have Aortitis. Reinhold found Specific Aortic lesions in 19 per cent 
of patients dying of tabes, and Gruber has demonstrated their pres- 
ence in 71 per cent of a series of paretics. With these figures in mind, 
together with the known prevalence of Syphilis, it is impossible to 
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escape the conclusion that Syphilitic Aortitis is a very common dis- 
ease. Indeed Aberndorfer found 99 cases in 1436 cain approxi- 
mately 7 per cent. 

The gross pathology of this type of Aortitis is well described by 
Oscar Richardson, on one of the case records published by the Massa- 
chusetts General Hospital, as follows: “When you open an Aorta, which 
is the seat of Syphilitic Aortitis, the first thing which strikes your atten- 
tion is the gristly scar-like aspect of the surface of the intima. Closer 
inspection shows this to be due to smaller and larger, discreet and 
confluent, irregularly shaped areas and streaks of depression, and longi- 


Fig. 1. Arteriosclerotic aorta, simulating syphilitic aortitis. 
Fig. 2. Typical diffuse enlargement of a syphilitic aorta. 


tudinal furrows extending about and between smaller and larger, more or 
less, plaque-like masses. Many of the plaques show rather smooth, some- 
what translucent surfaces. If the process is a long standing one, 
or there is accompanying Arterio-Sclerosis, there may be some areas 
of calcareous change, but commonly this is absent. On cross section 
of the wall of the aorta you will find varying degrees of thinning in 
the regions of the areas of depression and of thickening in the regions 
of the plaques. In instances the walls may be thickened up to 7 or 
8m.m. This great thickening is one of the typical characteristics.” 


“All three coats of the aortic wall are thickened with more or 
less fibrous fusion and scarring. The media is also apt to show in 
places small yellowish, rather soft necrosis-like areas, while the iad- 
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ventitia is thickened and reddened. It is apparent that the areas of 
extensive fibrous with great thinning of the wall are the points where 
aneurysms, which occur rather frequently in this disease, may form.” 


The first 5-6 cm. of the Aorta are most commonly involved, tho 
in rare cases the abdominal portion is involved. This is probably ex- 
plained by the lymphatic distribution according to Blumer, the 
miscroscopic lesions found indicate that the primary changes occur 
in the vaso-vasorum. These are followed by a peri-vascular cellular 
infiltration. Splitting, separation and destruction of the elastic fibres 


Fig. 3: Dilated .ascending aorta. 
Fig. 4. Dilated ascending aorta, extending somewhat into the 
arch. 


and muscle cells then occurs, followed in a large percentage of cases 
by aneurysm. In certain cases typical gummata are found. 

From this brief description of the pathology it is readily seen 
that the symptoms of syphilitic aortitis depend almost entirely upon 
mechanical factors. The openings of the coronary arteries are en- 
croached upon, aneurysm may occur, or the cusps of the Aortic valve 
are retracted and rendered incompetent. 


The clinical symptoms of Syphilitic Aortitis appear late, as 
a rule, the average time being about seventeen years after the initial 
lesion. Although Brooks cites one case in which perforation of an 
aneurysm occurred before the secondary rash had fully appeared, 


> 
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and another case of serious cardiac lesion which developed within six 
months of infection. Hereditary Syphilis may manifest itself only in 
the aorta and valves, and may appear a short time after birth or not 
until much later. 


In four cases recently studied I have found the early symptoms 
remarkably constant. The patients all complained of dyspnoea, es- 
pecially after eating and upon slight exertion, periods of weakness, 
substernal pain of burning, dull, or pricking character, and cough. 
In one patient the cough had been very constant and annoying for 
more than a year and was entirely relieved after the second dose of 


Fig. 5. Dilated ascending aorta; erroneously marked “desc.” 
Fig. 6. Dilated aortic arch. 


Diarsenol. Two of my patients noticed voice changes and one felt a 
pressure at the right of the spine in the interscapular region. Other 
early symptoms, which have been noted, are palpitation, indigestion, 
oedema and fever. The late symptoms due to occlusion of the coro- 
naries, aneurysm, and damaged aortic valves are too well known to 
mention here. 


Certain physical signs may be present in Aortitis. These lend 
considerable aid in diagnosis. Of these perhaps the most constant is 
a broadened area of aortic dullness, which is said to occur in 40 per 
cent of cases. Other signs are aortic murmurs, usually double, aortic 
thrill, moderate cardiac hypertrophy and slightly elevated blood pres- 
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sure. Other invaluable aids to diagnosis are the Wassermann reac- 
tion and the X-ray. Larkin and Levy have found the Wassermann 
positive in 94 per cent of cases. Each obtained positive reactions in 
81.8 per cent and Longcope 74.1 per cent. 


Elliott, writing in Am. Journal of Medical Sciences, 1917, says, 
“Of all methods of diagnosis to determine the presence of aortic dis- 
ease, the Roentgen ray is the most valuable. By its aid one may de- 
tect slight changes in the calibre and shape of the vessel which 
entirely elude the methods of physical examination. It is obvious 
that until there is some dilitation, thickening, alteration of curve or 


Fig. 7. Early aneurism of arch. 
Fig. 8. Dilated arch. 


abdominal pulsation in the vessel, Roentgen diagnosis of aortic dis- 
ease is impossible In consequence of this fact, the Roentgen ray can- 
not be relied on for its detection in the early stage before mechanical 
defects begin to make their appearance, clinical considerations and 
the Wassermann test must establish the diagnosis at this stage.” 


In the differential diagnosis of Syphilitic Aortitis, the only condi- 
tions sufficiently common to require mention are Arterio-Sclerosis 
and rheumatism. A careful history and the age of the patient, to- 
gether with the laboratory report, will usually be sufficient to prop- 
erly classify each case. As general propositions it may be stated, (1) 
uncomplicated aortic regurgitation at middle age is nearly always 
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syphilitic. (2) Any case of cardiac insufficiency occurring sud- 
denly after the fortieth year of age is syphilitic. (3) Any heart 
lesion, particularly aortic, without a definite history of chorea, rheu- 
matism, or pyogenic infection, but with a history of syphilis or positive 
Wassermann reaction should be given anti-syphilitic treatment. The 
recent work of Warthin, on the pathology of the heart in latent 
syphilitic, accounts for the surprising results sometimes obtained in 
such a therapeutic test. 


The prognosis of syphilitic Aortitis is bad. The irreparable dam- 
age done to vital portions of the circulatory system allow us to expect 
nothing but an early fatal termination from cardiac failure, angina 


Fig. 9. Aortitis of descending aorta. 
Fig. 10. Aortitis of descending aorta. 


pectoris or ruptured aneurysm. The usual expectation of life after 
the onset of clinical symptoms is one to two and one-half years. 
Treatment to be at all effective must be instituted before too 


much mechanical damage has been done to the structures involved. 
The importance of recognizing these cases early cannot be over esti- 
mated. Too many of us are like the visitor at one of McCare’s clinics, 
who stated with considerable warmth that he had practiced medicine 
for thirty years and had never seen a case of Aortitis. 


Most writers on the subject recommend the use of Salvarsan, 
Mercury and Iodide in the treatment of syphilitic aortitis, Oigaard 
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and Gallavardin use mercury alone. The opinion seems to be general 
that large doses of Salvarsan are more dangerous than in other syph- 
ilitic conditions. I have been unable to see the reason for this and in 
four cases recently treated have used the usual dose (0.6 gm) of 
Diarsenol at weekly intervals. This course was followed by Sodium 
Iodide and Mercury, either intra-muscularly or by inunction, in two 
cases there was a very gratifying amelioriation of symptoms. 


In the Roentgen examination, the aorta which most simulates a 
syphilitic aortitis is that of arteriosclerosis (Fig. 1). This is to be 
differentiated by the sharp knuckle bend in contradistinction to the 
smooth blurred enlargement of the syphilitic aorta (Fig. 2). Also by 
the fluoroscopic appearance of the two types of aorta. A competent 


The most frequent areas of involvement, in the order of their 
importance are: 


(1) The suprasigmoid portion of the aorta, where the enlarge- 
ment occurs just above the aortic valves and is to be seen on the right 
side of the fluoroscopic image or plate. (Figs 3, 4 and 5.) 


(2) In the arch itself, usually extending into the descending 
aorta. (Figs 6, 7 and 8.) 


(3) In the descending aorta. Here the shadow of the aorta is 


to be looked for on the left side, or diffusely on both sides. (Figs 9 
and 10.) 


All the cases illustrated gave positive Wassermanns. 
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PUBLIC HEALTH AND THE WAR 


By 
DR. W. O. SWEEK, Phoenix, Ariz., State Supt. Public Health 


(Read before the 27th Annual Session of the Arizona State Medical Association, Phoenix, Ariz. 
May 26th, 1918) 


1. SACRIFICES ALREADY MADE BY INDIVIDUALS OF THE 
MEDICAL PROFESSION. 


The prominent surgeon or medical man with a large practice and 
big income and with money laid by to support his family, or with 
wealthy relations, is making no sacrifice when he enters the army. 
The individual who really makes a great sacrifice is the physician or 
surgeon just building his practice with very little laid by, who goes 
into the army from patriotic motives, accepts a low commission and 
does everything that he is called upon to do, comes back home after 
the war, doffs his uniform and takes up again the rebuilding of a prac- 
tice that he has lost by going to war. There are thousands of just 
such instances. These are the men who deserve every consideration 
from the public and these men are the ones we hope will be rewarded 


by an enlightened public when they return again to their communities. 


No other profession, no other line of endeavor, is so essential to 
the successful prosecution of a modern war as the profession of med- 
icine. No other profession or other calling will be so heavily called 
upon as the medical profession. Practically every able-bodied doctor 
in the United States that has applied, has been granted a commission 
and will be called to the colors, unless some unforeseen calamity or 
unfortunate instance should cause us to have an early and doubtless 
unstable, unlasting and undesirable peace made in Germany. We do 
not believe that any peace made or concocted in Potsdam will ever 
be acceptable to the American people. 


2. THE CALL FOR UNITED EFFORT AND SACRIFICE BY 
THE ENTIRE MEDICAL PROFESSION AS A WHOLE: 

The medical profession as a whole is called upon to be solidly 
united and present to all enemies of the Nation and to enemies of man- 
kind a solid unbroken front. 


Before this war we were entitled to individual opinions about 
many things. People outside of the medical profession were entitled 
to individual opinions. They were entitled to express those opinions. 
This is no longer the case. We must not express any opinions; we must 
not have ay ideas: we must take o action that is not constructive and 
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that is not in harmony with well laid plans of our leaders for the suc- 
cessful prosecution of the war. 


The united effort of the medical profession must extend not only 
to service under the colors and to the caring of sick soldiers, but our 
efforts must turn into all channels of civil life where we can be of use 
in disseminating knowledge of educational value to the laymen; to 
prevent disease and to speed up production, so that our armies abroad 
will not want for healthy men to refill the ranks and supplies to carry 
on the war. The physician who prostitutes his profession by joining 
in with various cults and sects, who by their ignorance and cupidity 
hamper the nation in its fight for existence, have no place in the united 
medical profession. The doctor who keeps silent when he hears 
his profession attacked is not only guilty of crime against his profes- 
sion, but is guilty of hampering the program of the War Department. 
The physician who secretly or openly criticises a health officer or crit- 
icises the United States Public Health Service, unless his criticism be 
constructive, should not receive the respect of the decent members of 
the profession. 


When a health officer fails to do his duty, he should be criticised 
for that and replaced. When in an attempt to do his duty, he finds 
himself at cross-purposes with individualistic tendencies, the individ- 
ual who is conflicting with the work should retire and aid the officer 
of the law in the pursuance of his duties. 


3. THE REASONS FOR THIS CALL AND THE NECESSITY 
FOR CO-OPERATION AND THE WHOLE-HEARTED SUPPORT OF 
THE PUBLIC HEALTH SERVICE AND THE WAR DEPARTMENT, 
REGARDLESS OF INDIVIDUAL OPINION: 


The reason for this call of united effort and support is plain. Our 
civil population must be speeded up and put in the best possible phys- . 
ical condition to supply the army with new recruits and fill gaps in 
the ranks. The United States Public Health Service in spite of numer- 
ous handicaps, has been doing magnificent, systematic work for the 
past several years. The United States Public Health Service is in bet- 
ter position to judge what is right and what should be done with indi- 
viduals in isolated communities and the opinion of the United States 
Public Health Service is moe likely to be right than the opinions o- 
those of us not so well informed. 


4. INCREASE OF INFECTIOUS DISEASES. 
There has been a marked increase of acute infectious diseases 
throughout the United States since war was declared and if we would 
overcome this tendency to increase, we must work in concert and work 
quickly. 
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Typhoid and smallpox are easily prevented. They should no 
longer be factors to cope with. Compulsory vaccination should be 
universal throughout the Nation and should be rigidly enforced. Ty- 
phoid fever is absolutely preventable. Compulsory vaccination 
against typhoid fever should be inaugurated at once and rigidly en- 
forced. Other acute infectious diseases should be carefully handled 
under rigid rules and quarantine and should be prevented by increas- 
ing resistance of the community and by eliminating contact. Better 
housing conditions, better food, wider distribution of knowledge and 
the increased desire of the individual to lead a clean and healthy life. 
If these facts are given due consideration by the united medical pro- 
fession, the marked increase in infectious diseases can be kept down 
and instead of an increase we should have a decrease. 


5. IMPORTANCE OF HEALTH IN THE CIVILIAN POPULA- 
TION DURING WAR TIME: 


The importance of health in the civilian population during war 
time is prime. Not only the workers, but the families of the workers 
should be given due consideration. The workman in the shop with a 
sick baby at home or a sick wife at home is not an efficient worker. 
He can be made very efficient if he knows while he is in the shop or 
in the factory that his child is getting the very best of attention. The 
medical profession knows what this attention should be and we have 
reached that point where it is necessary to demand for the civilian 
population care and attention equal to that of the army. It is no in- 
fringement upon the rights of the individual to force this individual 
to obey the laws of the state, that he might be a healthier, happier 
person and at the same time not be a menace to his fellow citizens. 
The’ tremendous expense of this war can be markedly reduced and to 
a great extent met by the prevention of preventable diseases. 


6. THE GOVERNMENT’S ANTI-VENEREAL CAMPAIGN: 


We will take up under this title only one group of diseases that 
should be given special consideration at this time. The Government’s 
anti-venereal campaign is of the utmost concern to every citizen. Out 
of the men to be called to the colors within the next few weeks, the 
most constructive estimate in what is virtually our reserve army is 
445,000 cases of syphilis alone. We cannot reject men from the army 
for venereal diseases. Our first experience with the draft has taught 
us that lesson. Of the first draft 388 to the thousand were infected 
with venereal diseases. The second draft will be much higher accord- 
ing to the estimates sent out by the War Department. For every $15,- 
000.00 spent in training our soldiers, $1.00 goes to treat venereal dis- 


eases. 
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Many people prior to this war had an idea that young men 
went into the army and got infected. We know that this is absolutely 
untrue. In fact the safest place for a boy to be protected from ven- 
ereal diseases is in the army. 

The government is entering upon a very active anti-venereal cam- 
paign. The success or failure of this campaign depends entirely upon 
the medical profession. The whole civilian population must take it 
up and work at it and help. But the civilian population is handicap- 
ped by the lack of knowledge that the medical profession can supply. 
The civilian population and the medical profession must work to- 
gether in this campaign. 


TRENCH FEVER 


BY 
DR. G. WERLEY 
A Review of the Allied Medical Commission for the Study of Trench Fever. 


‘Since the conquest of typhoid by vaccination, trench fever re- 
mains the most serious infection with which our armies in France 
must contend. 

There are no pathognomonic symptoms pointing directly to the 
diagnosis. In its early stage it is often mistaken for Lagrippe. Pain 
in the shin bones has been held as diagnostic, but it only occurs early 
in some 50 per cent of those afflicted. The other symptoms are such 
as occur in typhoid, malaria and other febrile ailments. 

“Men from all branches of the service become affected with 
trench fever, nor does any particular previous illness seem to predis- 
pose to the condition.” In 200 cases the symptoms of onset were as 
follows: Pain in the head in 74 per cent; in the shins 46 per cent; 
in the loins 31 per cent; in the knees 21.5 per cent; in the ankle 19 
per cent; in the thighs 15 per cent; in the calves 13 per cent; shiver- 
ing and chilliness 26 per cent; sweating 19 per cent; frequent mic- 
turition 13 per cent; dizziness 12 per cent; nausea and vomiting 11 
per cent; pain in the shoulders and arms 8 per cent; pain in the ab- 
domen 7.5 per cent; and diarrhoea in 7.5 per cent. Later in the dis- 
ease shin pains will finally occur in over 90 per cent.” It is interest- 
ing to learn that these pains are greatly mitigated by spinal puncture. 
When the temperature begins to fall there is a pronounced polyuria. 
In the acute attack the pulse is slow in comparison to the fever. In 
this it simulates typhoid. Like typhus, it is accompanied by conjunc- 
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tival congestion or “pink eye.” Affections of the respiratory tract 
are generally conspicuous by their absence. In from a few days to 
two weeks the acute symptoms subside. For a week or two fever 
and other symptoms may return. During such times it has been noted 
that the spleen may be enlarged. Sometimes the recurrence is more 
severe than the original attack. 

There is no constant relation between the fever curve and the 
clinical courses. Shin pains and periodic fever are held by some to 
-be essential for a diagnosis. There are two forms of fever. “The 
first is an irregular remittent and intermittent fever lasting rarely 
longer than four weeks. The second is a definitely intermittent, often 
showing a regular intermittency, and sometimes extending over a 
period of many weeks. The first form of fever invariably precedes 
the second.” 

The causative organism of trench fever remains to be found. A 
moderate and rapidly varying leucocytosis accompanies the fever waves. 
waves. 

Since trench fever is conveyed by lice, the possibility of its being 
transferred to all parts of the world must be considered. Typhus and 
relapsing fever, it will be recalled, are also due to lice as carriers. 
So far trench fever has only occurred in the war zone. 

“About 90 per cent of all cases yield quickly to ordinary sympto- 
matic treatment, and the patients return to duty in a few weeks.” 

“The patients weight is the best guide to prognosis in a chronic 
case. As recovery takes place, the weight increases.” 

The only drug that is credited with a specific action in trench 
fever is thyroid extract. When begun early enough it is said to reduce 
the occurrence of disordered heart action, a common sequela of the 
disease. A diet rich in vitamines has been tried, but no such results as 


- in beri beri have been brought about. The results have been no bet- — 


ter than with the ordinary hospital diet. 

As to prevention, the problem is the same as in typhus, getting 
rid-of lice. That subject has become familiar to doctors in the south- 
west in recent years owing to efforts to exclude the introduction of 
typhus from Mexico. 

Most of what has preceded refers to the acute attack of trench 
fever. The symptoms of the chronic cases may be summarized as fol- 
lows: “1. Exhaustion; 2. giddiness and fainting; 3. headache; 4. 
breathlessness or exertion; 5. pain; 6. irritability; 7. lassitude; 8. 
sweating; 9. coldness of the extremities; 10. palpitation and cardiac 
irregularity; and 11. fever.” 

The disordered heart action is common and troublesome. The 
authors of the paper appearing in the Journal of the American Med- 
ical Association, of which this article is an abstract, believe that in the 
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early stages there is stimulation of the vagotonic nerves. The vagus 
is hyperexcitable and slows the heart. This is proved by the fact that 
large doses of atropin relieve or greatly improve the condition. Later 
there is a transition from bradycardia to tachycardia. The authors 
believe that the late tachycardia is not due to hyperthyroidism, but is 
in the nature of an over compensation of the sympathetic nervous sys- 
tem which is the natural antagonist of the vagal system. It is held by 
some that these disorders of the vegetative nervous mechanisms are 
the cause of the neurasthenia following trench fever. 


SUMMARY OF EVIDENCE FROM EXPERIMENTAL WORK ON 
TRENCH FEVER 


“1. The whole blood from febrile trench fever cases, up to the 
fifty-first day of disease, when injected intravenously, is capable of 
reproducing the disease. The incubation period in such infections 
varies greatly—from five to twenty days. 


“2. The virus as contained in the circulating blood is destroyed 
by the addition of distilled water in large quantities. 


“3. The bites alone of infective lice do not produce trench fever. 


“A, The excreta of infective lice when applied to a broken sur- 
face of skin do readily produce trench fever. The incubation period 
of such infections is remarkably constant, and averages eight days. 


“5. The excrreta passed by lice fed on trench fever patients are 
not infective till the expiration of not less than seven days from the 
commencement of the feeding on trench fever blood, thus indicating a 
developmental cycle in the louse or a period during which the organ- 
ism multiplies. 

“6. Once lice are infective they remain so till at least the 
twenty-third day from the date of their infection. 

“7. The virus of trench fever, as contained in infected louse ex- 
creta, is capable of withstanding drying at room temperature, expos- 
ure to sunlight, keeping for not less than sixteen days and heating to 
56 C. for twenty minutes. 

“8. A temperature of 80 C. for ten minutes destroys the virus, 
which is therefore not a spore-bearing organism. 

“9. The bodies of infected lice when crushed on the broken 
skin are capable of producing trench fever. When lice become so in- 


fective remains to be determined. 
“10. Active trench fever blood equivalent to the content of 
eleven lice does not produce trench fever when rubbed into the broken 


skin. 
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“11. Infection probably does not take place by the mouth or 
by inhalation. 


“12. The excreta of lice are not normally capable of producing 
trench fever. 


“13. Trench fever infected lice do not transmit the disease to 
their offspring. 


“14. Some attack of trench fever may be afebrile throughout. 


“15. The percentage of individuals naturally immune to trench 
fever is exceedingly small. 


“16. Old age is no bar to infection. 


“17. Such immunity as results from an attack of trench fever 
is not permanent and may persist only for so long as the individual 
shows evidence of the disease. 


“18. Even as late as the seventy-ninth day of disease a patient’s 
blood may remain infective and be capable of infecting lice fed on 
such a patient while febrile. 


“19. The different varieties of trench fever result from differ- 
ences in the persons infected rather than in the source of infection.” 


Those seeking more detailed information are referred to the 
Journal of the American Medical Association, July 6th, 13th and 
20th, 1918. 


PARALYSIS OF THE RECURRENT LARYNGEAL NERVE ASSOCI- 
ATED WITH PULMONARY TUBERCULOSIS 


By 
A. D. WILSON, M. D., Prescott, Ariz. 


(Read before the 27th Annual Session of the Arizona State Medical Association, Phoenix, 
April 25, 1918.) 


Alterations in the quality of the voice are of common occurrence 
during the course of phthisis. These changes may vary from slight 
huskiness to complete loss of voice. As laryngeal tuberculosis war- 
rants a grave prognosis, we must be cautious in making a diagnosis of 
this complication. Hoarseness, or loss of voice, may be due to tuber- 
culosis of the larynx, simple inflammatory changes, syphilis, neuritis 
or paralysis of the nerves which innervate the laryngeal muscles. I 
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shall confine myself, in this paper, to the consideration of laryngeal 
changes associated with pulmonary tuberculosis, due to lack of inner- 
vation. 


Paralysis of the recurrent laryngeal nerves in tuberculosis is due 
to pressure from a thickened pleura or enlarged tracheal or bronchial 
glands. The paralysis may be unilateral or bilateral, partial or com- 
plete. The following table from Gowers gives the various forms and 
symptoms of laryngeal paralysis. 


SIGNS LESION 


SYMPTOMS 


No voice; no cough; 
stridor only on deep in- 
spiration 


Both cords moderately 
abducted and motionless | Total bilateral palsy 


Voice low pitched and One cord moderately ab- 

; | ducted and motionless; the 

other moving freely, and | Total unilateral palsy 

or absent or slight on | even beyond the middle line 
deep breathing in phonation 


Voice Tittle changed; Both cords near together, 
cough normal; inspira- | and during inspiration not 
tion difficult and long, | separated, but even drawn 
with loud stridor nearer together 


Total abductor palsy 


Symptoms _inconclus- One cord near the middle 
ive; little affection of | line not moving during in- | Unilateral abductor palsy 
voice or cough spiration, the other normal 


N Cords normal in _ posi- 
o voice; perfect) tion and moving normally 
cough; no stridor nor dys-| in respiration; but not | Abductor palsy 
pnea brought together on an at- 

tempt at phonation 


The following cases illustrate two types of laryngeal paralysis 
complicating pulmonary tuberculosis. 


Case 1—A. E. Female. Age 30. Telephone Operator. 


Always considered herself well and strong. On March Ist, 1915 
throat became stiff and uncomfortable and was unable to talk above 
a hoarse whisper; this continued until June 25th, 1915, the patient 
being continually treated by a throat specialist without benefit. Pa- 
tient was advised to make. a change of residence from Chicago. 
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On examination the patient was found well nourished, weight 
138 lbs., voice low pitched and hoarse. Right apex consolidated to 
3rd interspace, moist rales front and back. Patient did not cough but 
hawked and spit considerably. Sputum positive for tubercle bacilli. 
Marked dullness and increased whispered voice extending from 7th 
cervical to 5th dorsal vertebrae both sides of spine. 


Throat examination showed right cord slightly abducted, motion- 


less on phonation, left cord sates freely. No infiltration or ulcera- 


tion. 


Diagnosis—Total paralysis of right vocal cord due to intra tho- 
racic pressure. 


Treatment—Patient was given Tr. Iodine in increasing doses. 
On August 3rd at night the throat felt changed, on the 4th she woke 
up with a normal voice. This patient had a relapse at Christmas after 
exposure during a horse back ride, .with a return of the throat symp- 
toms. A period of rest and Iodine again restored the voice to normal. 
Patient returned to Chicago in spring, since which time has been lost 
track of. 

Case 2—B. H. Female. Age 24. Active Tuberculosis 2 years. 
Voice lost suddenly one year before. Talks in whisper only. Diag- 
nosis of tuberculous throat had been made. 


Examination showed marked involvment of both lungs. Marked 
dullness and increase in the whispered voice extending down to 7th 


_ dorsal on both sides of vertebra. 


Throat; anemia of all structures, no infiltration or ulceration, 
Cords normal in position moving normally in respiration but not 
brought together on an attempt at phonation. No voice. Cough per- 
fect. 


Diagnosis of abductor paralysis. A favorable prognosis for the 
throat was made and Iodine treatment started. The general react- 
ions were severe and Iodine stopped. 


This patient improved very materially in general health and one 
year after entrance voice returned suddenly. At first the typical 
goose voice, quickly followed by normal phonation. This patient 
after leaving the sanatorium had a relapse of chest condition and died 
one year after, but without a return of the laryngeal symptoms. 


In making a diagnosis of tuberculous laryngitis the mode of on- 
set should be carefully considered. Changes in the voice due to par- 
alysis come on suddenly without previous irritation. Tuberculous 
laryngitis is always slow in ret a sek and is accompanied by more 
or less irritation and distress. 
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It is probable that the voice changes in early tuberculosis, that 
many authors lay stress on as indicative of tuberculosis, are due to 
irritation of the recurrent laryngeal nerves owing to inrta thoracic 
pressure. 


DISCUSSION ON DR. WILSON’S PAPER BY DR. O. H. BROWN 


The diagnosis of Tuberculous laryngitis carries with it a grave 
prognosis. Therefore it is important to recognize those conditions 
which only similate tuberculous laryngitis, and in which the progno- 
sis is less grave. Dr. Wilson does us a favor by calling our attention 
to this relatively rare condition. 


I wish the essayist to tell us on what theory he advises iodine in 
the treatment of the recurrent laryngeal paralysis. The all important 
problem in connection with recurrent laryngeal paralysis is diagnosis. 


CHILOPLASTY OF THE LOWER LIP FOR NEGLECTED 


CARCINOMA. 
(With demonstration of the patient.) 


DR. V. A. SMELKER, Nogales, Ariz. 
(Read at the Annual Meeting of the Arizona State Medical Association, Phoenix, April 25th, 1918.) 


Neglected cancer of the lower lip occurs less frequently than neglected 
carcinoma elsewhere, for obvious reasons; yet they occur, which fact 
causes no little wonderment. It may be said that the fault rests with 
the patient. Medical advice and surgical aid are at hand;. why permit 
a growth so favorable for early radical removal to advance to such a 
serious, if not tragic proportion? 


I believe that the accusing finger points generally in our direction. 
The profession knows much about cancer, but I doubt whether we impart 
enough of our knowledge to the public. Many occasions present which 
offer favorable opportunity for instructive talks to our patients. We 
should avail ourselves of every opportunity to disseminate knowledge 
which will tend to reduce the death rate or prolong life. Just as long 
as there are some individuals without knowledge of the elementary prin- 
ciples of cancer growth and extension, just so long will the arsenic paste 
quack and other parasites of the kind flourish. There is only one direc- 
tion in which the people may look for information concerning disease, 
the profession. This I think no one will dispute, and if admitted, the 
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resulting position in which the profession finds itself is that of a course 
of elementary instruction to the public. This can be done ethically aud 
satisfactorily, resulting in that end towards which we all strive, the pro- 
longation of life together with relief of suffering. With this thought in 
mind, then, the question, is our whole duty finished with a mere diagnosis 
and advised treatment? I believe not. We should each of us try to pre- 
sent the diagnosis so that it convinces. Try to place ourselves in the 
position of the patient and render to him such a service as we, ourselves, 
know we would wish in similar circumstances. This does not apply solely 
to illiterate or ignorant individuals. Surprisingly few of the laity have 
intentionally or otherwise acquired much knowledge of disease. Their 
efforts are directed in other directions, to the complete consumption of 
their time. 
Believing then, that the responsibility for neglected pathologic con- 
dition rests with the profession, it follows that I believe in general and 
local education of the public by the profession. Individually, when op- 
portunity presents, but preferably through the aid of a society, such as 
this, The Arizona Medical Society could save life and suffering to numer- 
ous individuals by informing them of the exact course of cancer and the 
result of the various known methods of treatment. Dr. Woods Hutchin- 
son, Dr. W. A. Evans, of Chicago, and Dr. Cabot, of Boston, are doing 
much needed work in this direction. Not only may the people profit by 
their writings but I dare say indirectly each one of us frequently find 
ourselves in a more advantageous relations with our patients. This is due 
to the fact that these patients acquire a common-sense knowledge of many 
diseases from the above mentioned sources. This they would perhaps 
never acquire had they to resort to technical literature or other local ad- 


My reasons for selecting this subject are, first, the frequency of the 
condition; second, the infrequency of its neglect to such a degree as 
existed in the case I am about to show; thirdly, to show the patient post- 
operative regardless of result; fourthly, because plastic operations on the 
face are of intensive interest to all at the present time, due to the horrible in- 
juries produced by various explosives and projectiles. 


A brief history of the patient is as follows: Male. Age 53. Miner 
anf teamster. Married. Five children living, seven dead. 


Previous history and habits: Pipe and cigarette smoker since he was 
eight years of age. : 


Present trouble: Five years ago fever blister appeared on the lower 
lip about the center; this healed at once leaving a small hard area. This 
grew very slowly until December, 1916, when a barber squeezed it. Soon 
thereafter it ulcerated and in April, 1917, it began to grow and ulcerate 
rapidly. In August, 1917, patient began to use the court plaster to cover 
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the unsightly and foul ulcer. The glands of the neck enlarged rapidly. 
Examination showed an individual of a weight of 128 pounds, whose 
average weight has been nearly 150 pounds. Some cachexia presented; 
severe pyorrhoea over the entire lower jaw, and a cancer which involved 
about seven-eighths of the lower lip and one-eighth of the right extremity 
of the upper lip, together with extensive glandular involvement of the 
submaxillary glands of both sides and submental as well. Chest, abdomen, 
blood pressure, urine, normal. 


Prior to the operation all the teeth were removed from the lower 
jaw, the upper teeth having’ been removed sometime previously. After 
healing of the gum occurred, the operation was undertaken on February 
18th, 1918. The radical operation was performed, which consisted in 
exposing both anterior triangles of the neck by cross incision from one 
sternomastoid to the other. The two apron flaps were directed upward 
and downward in the usual manner, thus exposing the entire field from the 
ramus of the jaw on either side to a point about one inch above the at- 
tachment of each sternomastoid. The carotid sheath opened and exam- 
ined to see if any of the carotid glands showed macroscopic involvement. 
Finding none, we decided not to expose the left carotid sheath, in that 
the greatest involvement existed to the individual’s right side. This con- 
clusion might easily have been faulty but the clinical course so far has 
shown the procedure to have been warranted. The glands were then re- 
moved enbloc. The dissection commencing caudad and extending flush 
to the ramus of the jaw. Drainage was set in each side and then the 
cancer approached. The entire lower lip and about one-sixth of the right 
side of the upper lip were removed as the specimen shows. I went wide 
of the growth in all directions and paid little attention to the resulting de- 
fect, yet on April 13th, when the patient presented himself for examina- 
tion, recurrence was present in the tissue just external to the removed 
portion of the upper lip. This specimen as you see is bound on two sides 
by scars of the first operation and these scars were included in the section 
of tissue removed on April 13th, with the recurrence. I mention this be- 
lieving it to be an important fact in that the tissues to either side of the 
scars show no tendency to recurrence. The incision external to this recur- 
rence was much wider of the growth than on either side for the reason 
mentioned, and I therefore consider a certain conservation of this tissue 
justifiable. Conservatism is the one element which promotes defeat most 
frequently. 


I have omitted entirely the discussion of X-ray and radium influence. 
These forces are most valuable but the operating surgeon should forget 
their existence while he is operating. Thought of these elements plus 
that natural tendency to be sparing of tissue can only guide the knife too 
near the growth and insure recurrence. 


The operations of the older plastic surgeons were always described 


_ 


20 SOUTHWESTERN MEDICINE 


true to type. Type has no place in the operation for such a condition. 
We must be radical in the extreme in the removal of the growth and in- 
genious on the repair of the defect. The face offers an abundance of 
excess tissue and if the face furnishes insufficient the arms can still be 
utilized to fill the gap. 


The operation I chose to repair this particular lip is that of Dr. C. 
H. Mayo. It impresses me as offering the best result where the destruc- 
tion of tissue is great and while the cosmetic effect is never one of the 
great moment in these cases it still may be considered as well as the 
functional result. The older operations devised by Dieffenbach, Bruns, 
Langenbeck, and Syme-Buchannan are operations for election in less 
neglected cases wherein the destroyed tissue is less in amount. The Mayo 
operation fills the gap with tissue well removed from the site of the tumor 
and also offers an excellent opportunity for a mucous flap to make the 
vermilion border of the artifical lip. 


In resume, the following points may be mentioned: First, instruction 
by the profession individually or through societies is a direct method of 
reducing the mortality from cancer; knowing this, our failure to so in- 
struct is nothing short of a neglect of duty. Second, the construction of 
a lip is of secondary importance in the attack of these tumors. Third, 
reliance upon the X-ray and radium element should never be made by the 
operating surgeon, but their assistance should be drafted in every case. 
Fourth; recurrence does not necessarily spell defeat; much depends upon 
the locality in which the new growth occurs. Fifth; excision of recur- 
rence should be undertaken with regard for the shape and position of 
tissue occupied prior to the original operation. 
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